Epidemiology
Anorexia nervosa is largely confined to Western, so-called developed countries 17,21 and despite suggestions that eating disorders are increasing'< in prevalence there is no definite evidence to confirm that this is anything more than increased reporting and recognition by doctors 23 ,24. The incidence and prevalence of bulimia nervosa are less well understood. Initial epidemiological work involved easily accessible student populations and very high rates of self reported bingeing were obtained 25, 26 . There is also a lack of international consensus on the definition of the disorder. DSM III27 criteria for bulimia were much wider than Russell's criteria used in Britain or the revised version DSM IIIR28. In addition, it seems that binge eating is relatively common. Seven per cent of women attending a family planning clinic in England reported that they ate in binges at least once a week and 3% had induced vomiting in the previous 2 months-", Less than half, however, regarded themselves as needing help. Careful studies with clinical assessment of respondents reveal that 1-2% of young women have bulimia nervosal 9,29,30, although estimates vary slightly depending on the diagnostic criteria used and the age groups studied.
Prevalence of the partial syndrome is estimated to lie between 1.8 and 5% offemale school and student populations l6,l8,19 but is probably slightly lower in older women. Here there is even greater difficulty in definition. How partial is partial? Nevertheless, this group may be of great importance in reflecting earlier stages in evolution of the disorders l7, 19,31. Prevalence of anorexia nervosa in men is about 10% of that in women, although figures are based on clinical series 32,33 and large scale epidemiological data are lacking. Small case series of bulimia nervosa in men have been described 34.36.
Although the focus of psychiatric epidemiology has moved from the psychiatric clinic to community and primary care surveys, concepts of case definition often remain based on those originally derived from hospital patients'". This is rather like a study of the community prevalence of diabetes taking the presence of retinopathy as the yardstick for caseness. This difficulty might be overcome by deriving criteria from data obtained on subjects identified in primary care or community settings. In the epidemiology of eating disorders, as for many psychiatric syndromes, caseness might better be defined as a continuous rather than categorical variable.
Implications for treatment
If eating disorders lie on a continuum with normal dieting behaviour 37.38, intermediate forms may predispose the subject to the development of a full syndrome'? and prevention efforts might best be directed at partial syndrome groups. Unfortunately, most evidence for the efficacy of current treatment of anorexia nervosa has arisen from studies of inpatient groups, where illness is severe'". Although treatment for anorexia and bulimia nervosa has more recently been based in outpatient clinics 40,4t, again most reports have concerned more severely affected individuals'S. We lack a consensus on the effectiveness of specialist care 42,43, let alone that of intervention at the level of primary medical care.
General practice
Without some knowledge of the natural history of eating problems in the community, there can be no baseline for evaluating the effectiveness of treatments. As general practitioners in Britain see up to 90% of people on their practice lists over any 
Detection and intervention by GPs
Education about food, normal weight and the dangers of strict dieting may provide the best opportunity for intervention by GPs treating obsessive dieters. Treatment oflesser syndromes may even be provided by attention to general psychological symptoms, rather than the application of stricter cognitivebehavioural" and family approaches'? that are becoming standard for specialist treatment of the full syndromes.
a comparison group were also interviewed, we cannot be sure how many cases were missed as denial is as widespread here as in other 'addictive' behaviours such as alcohol or drug abuse. Change in diagnostic grouping occurred most often in the first 12-18 months offollow-up and thus clinical status at first follow-up was predictive of status at second follow-up<Table 1). Change in diagnostic group was not asociated with psychiatric scores at interview or one year, nor was it related to age, social class, years of education or marital status of the subject. In fact, prediction was extremely difficult.
As has been reported for a study of English schoolgirls'? GPs were rarely aware of the eating problem. However, several were perplexed by their patients chronic concern with weight, and most were aware of any psychological problems in their patients. In only one case did a GP attempt to intervene.
In contrast to reports for treated groups41,42,49,50 attitudes and behaviour of patients with full and partial syndromes remained relatively unchanged over the 2 to 2lh years. In fact, their psychological distress appears to have been increasing. Reports from other community studies also show that improvements in eating behaviour are not always accompanied by improvement in psychiatric symptoms'". Although transition occurred in either direction from normal dieting to bulimia nervosa, clearly most people who diet will not develop an eating disorder. Only when dieting reaches obsessive proportions is progression to more severe pathology likely. two year period, wittingly or unwittingly, they will see many patients with eating disorders.
In the first study of eating disorders to be based directly in general practice in the UK, Meadows et ai. 20 found only one case of bulimia nervosa. Although the authors commented on the presence of partial syndromes they gave no details of prevalence. There has been one family practice study in the USA44 in which a prevalence of 10.9% for DSM III bulimia was reported for women aged between 14 and 42 years who were attending their doctor. However, DSM III criteria for bulimia are wider than British criteria for bulimia nervosa and patients were not assessed clinically by interview.
In 1985, at the General Practice Research Unit of the Institute of Psychiatry, we began a study of the prevalence of eating disorders in a general practice population, the extent to which such disorders are recognized by the GP, their association with other psychiatric morbidity and the role of the GP in treatmentt--". All attenders aged between 16 and 35 years, to four London group practices were screened using the 26-item Eating Attitudes Test 45. Positive responders to the EAT and a random selection of negative responders later took part in a standardized psychiatric interview, specifically developed for the assessment of psychiatric disorders in the communityw and a further structured interview'? designed to make a diagnosis of an eating disorder. Subjects also completed a self-report scale, the Symptom Rating Test (SRT)47.48, of psychological symptoms experienced over the preceding week. Clinical information on a random half of high scorers on the EAT was given to the doctors concerned, but no specific instructions on how to intervene were supplied. All high scorers were recontacted by post at 12-18 months, and again at 24-30 months after screening and asked to complete a detailed questionnaire concerning their current attitudes toward eating and weight, their eating behaviour, and their perception of their status as compared to that at interview and first follow-up. They also completed the EAT and SRT again. At first followup, general practice records were searched to assess whether the GP already knew of a problem and what, if any, intervention had transpired.
Of a screened population of 720, there were 71 high scorers on the EAT, of whom 64 were successfully interviewed. One man and 6 women had bulimia nervosa, 15 women received a diagnosis of the partial syndrome, and the remainder were dieters of varying obsessiveness. Overall response rates at first and second follow-up were 89 and 78% respectively.
Subjects with bulimia nervosa, partial syndromes or those who dieted obsessively were all more likely than non-dieters to have current psychological problems, usually a depressive disorder, as measured by interview, and self-report questionnaire scores. In addition, those with bulimia nervosa were more likely to report a family history of psychiatric problems. Finally, full and partial syndrome women had had more contact with psychiatrists for previous problems unassociated with eating.
Clearly, the clinical disorder is not common in the wider community. Only seven full syndromes were detected out of 720 general practice attenders successfully screened, ie 1%. However, when the partial syndrome cases are included, prevalence in women rises to almost 4%. Unfortunately, although Although many of the indicators for the GP were vague ( Table 2 ), in combination they might signal a potential problem with eating. The prominence of psychiatric symptoms in full and partial syndromes, could alert the doctor to the possibility of an eating disorder. Every young woman presenting with vague psychological distress should be asked about eating and weight.
It would appear that many people with eating disorders attend their GP seeking dietary help. The doctor might explore the meaning of dieting and weight for each particular patient who seeks dietary help and intervene where it seems to be becoming obsessive. Why were the doctors not intervening here? Perhaps they believed that eating disorders belong to the realm of the specialist in mental health. This situation will remain until it can be demonstrated that intervention at the level of primary care is feasible, especially with patients with lesser syndromes. There is little doubt that alcohol is a public health problem. The relationship between excessive consumption and physical, psychological and social consequences is well documented. For example, research in Edinburgh and Hull! suggests that one in six accidents in emergency cases is alcohol-related. That is one every 15 seconds. Industry loses between 8 and 14 million days work due to absenteeism following heavy drinking. The Home Office estimates that 45% of violent crime is committed by people who have been drinking. The physical harms caused by alcohol are extensive and it is thought that one in five men admitted to hospital have an alcohol-related problems, The most common indices used to show the relationship between alcohol consumption and physical harm is liver cirrhosis. Figure 1 3 shows that since the mid 1940s the rate of other liver disease has remained fairly constant whereas deaths from liver cirrhosis have increased. This increase is in line with alcohol consumption. As consumption in this country has increased so have the risks of ill-health and death associated with alcohol consumption. There is a direct correlation between reduction in the price of alcohol and increases in consumption, death rate and harm. Furthermore, heavy alcohol consumption may be associated with an increased incidence of cancer of the colon and rectum. Heavy consumption also increases the risk of cancer of the mouth and pharynx 3-fold, larynx 4-fold and oesophagus 2-fold 4 • There is now considerable evidence to support the relationship between moderate drinking and a rise in systolic and diastolic pressure" (Figure 2 ). It has been suggested that for one in nine patients who are hypertensive, alcohol may be the direct cause", Raised blood pressure is recognized as being associated with strokes and in young adults the occurrence of strokes is associated with heavy bouts of drinking", The relationship between breast cancer and alcohol consumption has been studied in the USA for a number of years. Two independent studies by Schatzkin" and Willett? show a correlation between alcohol consumption and breast cancer after controlling for age, race, education, smoking, body mass index, nutritional status and reproductive factors. Longnecker-? in a meta analysis of all the studies done on alcohol and breast cancer confirms that there is strong evidence to support a doseresponse relationship.
Alcohol accounts for one third of home accidents and it is the single most common factor in death by drowning. Heavy drinkers have an accident rate at work three times higher than normal. 
